both sides, were important and valuable diagnostic signs. The nystagmus was present in the three cases reported, and also in some of the cases recorded in the literature. In the case referred to by Dr. Wilson the sixth nerve was affected on one side before the other, and was an early physical sign. The tumour had infiltrated the brain, and softening had taken place in the region of the right sixth; it was therefore a true localising sign. He believed that paralysis of the sixth nerve was too commonly regarded as being of no localising value. In answer to the President, except in the one case in which the tumour had infiltrated the right lobe of the cerebellum, the giddiness and staggering were not more marked on one side than on the other.
A Case of Tubercle of One Sixth Nucleus. By E. FARQUHAR -BUZZARD, M.D. I HAVE to thank my colleague, Dr. Carr, for kindly giving me the opportunity of seeing this case during life-the patient was under his care in the Royal Free Hospital-and also for allowing me to make an examination of the brain after death.
A woman, aged 40, was admitted into hospital on June 1, 1907, complaining of headache and giddiness during the previous three months, following on an attack of so-called influenza. Her previous history disclosed some thoracic tubercle in her teens and chronic pelvic inflammation about six years ago, for which she was operated on. Two years ago she had a perinephritic abscess, which was opened, but did not cease to discharge for many months. During the last six years she had had about eight fits of an epileptic character. The chief points in her physical condition on admission were (1) double optic neuritis, which progressed after admission and was about equal in the two eyes;
(2) weakness of all the muscles supplied by the left facial nerve, which improved considerably before death, and (3) conjugate deviation of the eyes to the right, with inability to move them to the left of the middle line, all other ocular movements, including that of convergence, being perfect. This condition was present in a slight degree before admission and became more marked, no improvement ever taking place.
For a time the patient's general health improved and the headache was less severe under the exhibition of iodides and mercury, but about July 1 there was an exacerbation of her symptoms together with persistent vomiting, drowsiness and pain referred to the back. She became comatose and died on July 17.
The autopsy showed no naked-eye evidence of disease on the surface of the brain, but a well-marked spinal tubercular meningitis affecting chiefly the dorsal segments. After hardening, the brain was cut and a number of very small caseous masses were found in different parts of the cortex cerebri and cerebelli. In the pons a small caseous mass occupied the position of the left sixth nucleus and extended forward 1 cm. or 2 cm. under the floor of the fourth ventricle. Another tubercle was found in the roof of the ventricle and another near the ventral part of the median raphe.
The microscopical examination was conducted with a view to confirming the nature of the mass in the sixth nucleus, and secondly to tracing the degeneration above and below this mass. The slides show the mass occupying the position of the left sixth nucleus to be typically tubercular, with numerous giant-cells and commnencing caseation. Sections treated by the Marchi method show recent degeneration in the posterior longitudinal bundles both above and below the sixth nucleus, but the following important point is to be noticed. The degeneration above the lesion of the left sixth nucleus is much more marked in the right than the left posterior longitudinal bundle, whereas the degeneration below the lesion is more marked in the left than the right posterior longitudinal bundle.
Unfortunately, by the accidental loss of a block, nmy highest sections do not reach the termination of these degenerated fibres in the third nucleus, but previous observations all go to prove that most of these do terminate in the lower part of the oculo-motor nucleus and do not pass direct into the third nerve. A point which is not settled is the question whether the fibres from the sixth nucleus cross to the opposite third nucleus, and, if so, when that crossing takes place. Bruce, in his case of bilateral lesion of the sixth nucleus, was unable to find any decussation at the level of the third nucleus, but refers to a possible infranuclear crossing, i.e., fibres from one third nucleus leaving the brain by the opposite third nerve. My sections support the view that the fibres decussate at the level of the sixth nucleus to the opposite posterior longitudinal bundle. On the other hand, one has to remember that fibres from the left Deiters' nucleus would pass through the tubercle, and that they decussate at that level and pass up in the opposite posterior longitudinal bundle.
This case does-not settle the question as to whether the connection between one sixth nucleus and the opposite third is performed by fibres originating in, or merely passing through, the region of the sixth nucleus. ja-14 39 40 Buzzard: A Case of Tubercle of One Sixth Nucleiis If the latter is the case it may be that the fibres from Deiters' nucleus are concerned in the mechanism of conjugate deviation.
Sir VICTOR HORSLEY said there was no doubt the fibres referred to came from Deiters' nucleus, but there were fibres outside the posterior longitudinal bundle in the region of the reticular body, and those probably came from the roof nucleus. He wondered whether the tubercle in the roof of the fourth ventricle cut some fibres from the roof nucleus of the cerebellum. When he saw the specimen he felt sure there must be another lesion in the roof nucleus, although he had not seen the photograph. The communication was rather indirect than direct. Conjugate deviation of the eyes could occur from a lesion of Deiters' nucleus.
